The principle of patient autonomy dominates the contemporary debate in medical ethics. Twenty-five years ago, most major medical decisions were left exclusively in the hands of physicians. Such decisions were usually made with beneficent intent but without open discussion, much less the full participation of the patient. Our case involves a patient's decision to treat an infection with Candida species, the most common fungi affecting humans in a broad spectrum of opportunistic infections, including bones and joints. Only four recent cases of delayed reimplantation arthroplasty for candidal prosthetic joint infection have been reported, and there are no reports, besides ours, of successful non-surgical resolution of candidal prosthetic joint arthritis. We report this case as a patient's choice with an excellent outcome. Medical care all over the world has rapidly moved away from a paternalistic approach to patients and toward an emphasis on patient autonomy. Thus, we could thus consider an independent choice model of decision making, in which physicians objectively present patients with options and odds, but withhold their own experience and recommendations to avoid overly influencing patients. Unfortunately, such a model is not often considered because it could potentially confuse the concepts of independence and autonomy and assumes that the physician's exercise of power and influence inevitably diminishes the patient's ability to choose freely. It sacrifices competence for control, and it discourages active persuasion when differences of opinion exist between physicians and patients. Patients faced with serious medical decisions are subject to being over-or underinfluenced by physicians. We are persuaded, however, that some patients are capable of overcoming this circumstance, and we present a recent case of a positive outcome in an extremely rare condition. Extreme decisions, such as do-not-resuscitate decisions, also should be considered according to the patients´ self-directing freedom and, especially, moral independence. Candida species, as in our case, are the most common fungi affecting humans, and they are associated with a broad spectrum of opportunistic infections. These species infect bones and joints as a result of either haematogenous seeding or exogenous inoculation. Only four recent cases of delayed reimplantation arthroplasty for candidal prosthetic joint infection have been reported [1] , and, besides our case, there have been no reports of successful nonsurgical resolution of candidal prosthetic joint arthritis.
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Medical care all over the world has rapidly moved away from a paternalistic approach to patients and toward an emphasis on patient autonomy. Thus, we could thus consider an independent choice model of decision making, in which physicians objectively present patients with options and odds, but withhold their own experience and recommendations to avoid overly influencing patients. Unfortunately, such a model is not often considered because it could potentially confuse the concepts of independence and autonomy and assumes that the physician's exercise of power and influence inevitably diminishes the patient's ability to choose freely. It sacrifices competence for control, and it discourages active persuasion when differences of opinion exist between physicians and patients. Patients faced with serious medical decisions are subject to being over-or underinfluenced by physicians. We are persuaded, however, that some patients are capable of overcoming this circumstance, and we present a recent case of a positive outcome in an extremely rare condition. Extreme decisions, such as do-not-resuscitate decisions, also should be considered according to the patients´ self-directing freedom and, especially, moral independence.
Candida species, as in our case, are the most common fungi affecting humans, and they are associated with a broad spectrum of opportunistic infections. These species infect bones and joints as a result of either haematogenous seeding or exogenous inoculation. Only four recent cases of delayed reimplantation arthroplasty for candidal prosthetic joint infection have been reported [1] , and, besides our case, there have been no reports of successful nonsurgical resolution of candidal prosthetic joint arthritis.
Considering the excellent outcome of prosthetic joint infection, complications of both salmonella and candida infections have been reported remarkably rarely.
Case report
A 52-year-old man with previous colonic angiodysplasia, ankylosing spondylitis, and cemented right knee prosthesis, who was treated with methotrexate, salazopirin, ioniacid and prednisone, was admitted to hospital because of 36 hours of abdominal pain. He previously had presented with self-limited diarrhoea. His clinical and haemodynamic status had become worse, and an abdominal CT scan showed a suspected fissured aortic aneurysm. An urgent aortic bifemoral bypass was then performed, and during surgery thrombotic endarteritis was found. Pathological examination showed an atherosclerotic aneurysm. Salmonella enteritidis was identified, and ciprofloxacin was administered according to an antibiogram. An echocardiogram showed no evidence of endocarditis. Twenty days after surgery, right knee pain with inflammatory signs appeared, with detectable parapatellar swelling (minimal ballottement of the patella) without fever, general status decline, or other signs or symptoms. Magnetic resonance imaging showed signs of artefact. An arthrocentesis was performed, resulting in a viscous and opaque synovial fluid with 150,000 white blood cells per mm 3 (85% polysegmented neutrophils). Cultures of the aspiration specimen yielded Candida albicans, and a synovial specimen obtained at surgery also yielded Candida albicans. Neither endophthalmitis nor candidemia was seen. Initial treatment was amphotericin B (150 mg daily) due to the recent performance of surgery and prosthetic endovascular bypass. Three weeks later (after doses totalling 4g), this was changed to fluconazole (400 mg/d during 4 weeks), which was then reduced to 100 mg per day. Removal of the prosthesis and arthrodesis were proposed, but the patient's choice was conservative due to his awareness of a possibly poor functional outcome. After one year of fluconazole treatment, the patient showed no signs of arthritis, and the antifungal was finally stopped. Twentyfive weeks after antifungal discontinuation, the patient remained asymptomatic. No adverse events related to antifungal therapy occurred.
Discussion
In recent literature, the overall incidence of infection in total hip and knee arthroplasty ranges from 0.5% to as high as 15% [2] . The incidence of fungal prosthetic joint infections (PJI) is unknown, but it is estimated to constitute up to 1% of all PJI [3] , and most cases are caused by Candida spp, with C. albicans being the most common isolate. Different cellular and mechanical factors may contribute to the development of candida PJI, including a Candida spp nannoprotein coat and these species' adherence to fibronectin [3] . Although most infections have been described in native joints, Candida prosthetic joint septic arthritis also occurs, and fungal PJI is extremely difficult to cure with medical therapy [1, 4] . In addition, surgical treatment recommendations are often based on a limited number of reports. Our report agrees with the previous data in some respects and appears different from others. Bacterial infection of the prosthesis may precede fungal infection [2, 5] , but in our report no isolation of previous bacterial infection of the prosthesis was demonstrated, although previous salmonella bacteraemia was established. Other reported candidal PJI often have not had underlying predisposing conditions, in contrast to both Candida native joint infection [1] and our report, since our patient received longterm corticosteroid treatment and a prolonged course of intravenous antibiotics. Patients with infections sensitive to azole antifungal agents can sometimes be cured or the infection can be suppressed after debridement, if a long (three to six months) course of therapy is undertaken; however, most patients with such infections require prosthesis removal and arthrodesis to resolve their infections [1] . Antifungal therapy appears to be an important component in the successful treatment of candidal PJI. The total duration of antifungal therapy needed for eradication is unknown. Successful treatment of candidal PJI with fluconazole as the sole antifungal agent was reported in 10 cases [1] , and delayed reimplantation arthroplasty was successfully performed after eradication of candidal PJI in four previous cases [1] . A combined medical and surgical approach that includes antifungal therapy (fluconazole and/or amphotericin B) and confirmation of an infection-free period after the initial surgical approach appears to provide the best chance of a successful reimplantation. The total cost of these therapies is enormous, averaging > 50,000 euros per case [6] . The timing and type of the selected therapy depends on the cause and timing of the infection, and the condition (and choice, as in our case) of the host. Medical information should be transmitted in digestible pieces in language the patient can understand, and sufficient time should be allowed for questions. Physicians must also learn the meaning of such a personal decision in the context of the patient's values and experience. Twenty-five years ago, most major medical decisions were left exclusively in the hands of physicians. Those decisions were usually made with beneficent intent, but without open discussion, much less the full participation of the patient. At present, in the early 21 st century, the pendulum has swung away from paternalism and toward patient autonomy. Too often, "autonomous" patients and families are asked to make critical medical decisions on the basis of neutrally presented statistics, as free as possible from the contaminating influences of physicians. Our aim was to present all options to our patient, and he chose the one he valued as less debilitating, considering all possible outcomes. Our duty is to respect the patient's choice and contribute our best knowledge to achieve a positive outcome, as in every medical procedure.
